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Initial Comments

Investigation of Facility Reported Incident of June
9,2022/1L148008

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210c)
300.1210d)1)

Section 300.610 Resident Care Policies

a) The facllity shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shalt
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

Section 300.1210 General Requirements for
Nursing and Personal Care

1 ¢)Bach direct care-giving staff shall review and

be knowledgeable about his or her residents’
respective resident care plan.

d)Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis: -

1}Medications, including oral, rectal, hypodermic,
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inravenous and intramuscular, shall be properly
administered.

These requirements were not met as evidenced
by:

| Based on interview and record review, the facility

failed to ensure Physician orders were obtained
and reconciled on admission, prior to
administering medications facility; and failed to
ensure a resident was given the correct dose of a
Narcotic medication for one of three residents
(R1) reviewed for medication errors in the sample
of three. This failure resulted in R1 receiving an
incorrect, increased dosage of a Schedule Ii
Controlled substance (overdose of Methadone)
and becoming unresponsive, requiring oxygen
administration, being hospitalized, and receiving
an overdose antidote due to impending
respiratory failure.

| Findings include:

| The facility's Medication Errors policy dated

4/1/22, states, "Medication reconciliation is a
safety strategy that involves comparing the list of
medications the health care provider sends upon
admission to the facility and the list of the
medications the resident was on in the hospital.
This process is done to avoid medication errors
such as: Missing medications (omissions),
Duplicate medications, Dosing errors, Drug
interactions. Medication reconciliation shouid be
done at every fransition of care in which new

| medications are ordered or existing orders are

rewritten. Transitions in care include changes in
setting (such as being admitted or discharged
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